Anterior mediastinal mass in a 75 year old woman. Computed tomographic scan showing a broad mass of adipose attenuation laced throughout by ill defined strands of soft tissue attenuation. The mass displaces the ascending aorta posteriorly.
sion is the recommended mode of treatment.2 3 5 We present a patient with a primary mediastinal liposarcoma which was characterised by extensive local invasion. Although only partial resection was possible, after postoperative radiotherapy the patient is alive and well five years later.
Case report A 75 year old previously healthy woman presented in May 1987 with a 10 month history of gradually progressive dyspnoea on exertion. Respiratory rate was 22/minute. Physical examination was otherwise normal, and there was no evidence of superior vena cava obstruction. The results of routine blood tests, electrocardiography, and barium swallow were normal. Chest radiography revealed a large anterior mediastinal mass mimicking a very large heart and also widening the superior mediastinum to the right of the trachea. Computed tomographic scanning (fig 1) showed the mass was of predominantly fatty attenuation. Arterial blood gas (room air) pH was 7A42, Pco2 5-2 kPa, and P02 8A4 '5 Liposarcomas have been described in all mediastinal compartments, most commonly in the posterior mediastinum.7 These tumours can attain massive sizes and weigh as much as 7 kg.' Common presenting symptoms include chest pain, dyspnoea, wheezing, cough, and weight loss, but patients may be asymptomatic.'5 Obstruction of the superior vena cava has been described in association with early mortality. 3 The appearance of the chest computed tomographic scan may be diagnostic. Fat is normal in the mediastinum and can be identified easily by its low attenuation levels (-70 to -130 Hounsfield units).8 On computed tomographic scanning attenuation of a liposarcoma varies from predominantly that of normal fat to soft tissue levels.749 The computed tomographic appearance correlates closely with the gross and microscopic anatomical findings. Poorly differentiated tumours, which tend to be quite cellular, have mean attenuation levels (15 to 25 Hounsfield units) approaching that of other solid tumours.7 Magnetic resonance imaging is also accurate in identifying fatty tumours; however, it is less anatomically precise than computed tomographic scanning. 9 Liposarcomas are classified histologically into four main types: (1) well differentiated; (2) myxoid; (3) round cell; and (4) pleomorphic." 3 For the lower extremities and retroperitoneum the five year survival for patients with well differentiated and myxoid liposarcomas is about 80%, whereas for round cell and pleomorphic types it is around 20%.4 For the mediastinum no long term survivor to our knowledge has had other than a well differentiated, encapsulated tumour.23
Radiotherapy has generally produced poor results in treating liposarcoma of the mediastinum compared with liposarcoma in other sites.'6 Large doses of radiation (approximately 90 Gy) are believed to be necessary to attain remission, but the risk of mediastinal fibrosis precludes giving such high doses to patients with mediastinal liposarcoma.3 5 6 The dose of radiation used in the mediastinum has been variable but is generally less than 60
Gy.'35 We are unaware of any previous report of prolonged survival in a patient with mediastinal liposarcoma treated with radiation.
To our knowledge this is the first report of a documented long term survivor with a nonencapsulated, diffusely infiltrating mediastinal liposarcoma. We suggest that treatment with subtotal resection of the tumour ("debulking") followed by radiation therapy be considered for this entity. 
